When I was new to psychiatry, a senior registrar imparted their 'psychiatry 101': patients were 'either mad, bad or sad'. 'Mad' included psychotic disorders and severe mood disorders. 'Sad' encompassed depressive and anxiety disorders. 'Bad' comprised antisocial personality disorder in adults and conduct disorder in children.
We have a problem here
Sadly, many child and adult psychiatry services consciously or unconsciously espouse a dichotomous 'mad, bad or sad' paradigm, disadvantaging patients with comorbid aggression. Numerous studies demonstrate comorbidity between psychosis, mood disorders and disruptive behaviour in children and adults. An elegant study of non-forensic adult inpatients with schizophrenia, found a substantial proportion met diagnostic criteria for conduct disorder prior to age 15. 4 Young offenders demonstrate high levels of psychiatric disorders: after excluding conduct disorder in over 1829 adolescent offenders, 60% of males and 67% of females met diagnostic criteria for one or more psychiatric disorders. 5 Young offenders with schizophrenia are much more likely to experience rapid reincarceration compared with other youth offenders. 6 We cannot ignore it: there is a relationship between aggression and mental illness, for both children and adults.
When child psychiatrists confirm conduct disorder and adult psychiatrists confirm antisocial personality disorder, mental health services often look no further. However, research shows that an overlap of disruptive behaviours and mental illness is the rule rather than exception. The evidence base exhorts child and general psychiatrists alike to look beyond aggression and to ask, 'Is mental illness behind this?' Too many times, the author and other adolescent forensic psychiatrists witnessed adolescents with psychosis declined from child and adolescent mental health services and inpatient units due to aggression. Frequently, aggression is driven by untreated or poorly treated psychosis. Adolescents with severe psychosis deserve prompt and assertive treatment; not a dismissal too often dispensed by child psychiatry services. Analogous concerns are voiced by adult forensic psychiatrists regarding adult patients.
Comparably, child psychiatrists and general psychiatrists face uphill battles accessing secure inpatient care for their patients with serious aggression and mental illness. We need to trust the diagnostic assessments of colleagues, particularly when they emerge from longitudinal assessments. Assessments identifying mental illness over time must trump any single cross-sectional finding of 'not mentally ill'. First, I wish society and communities 'owned' children and youth with mental illness and aggression. Further, I wish that psychiatry took responsibility: child, adolescent and adult psychiatry, community and inpatient services and general and forensic psychiatry. Yes, there needs to be a whole-of-government approach, but psychiatry cannot afford to sit in the wings and do nothing. Child psychiatry cannot afford to exclude children with aggression. The risks of not treating mentally ill children are too great. Their lives matter. As do their families and communities.
Secondly, we need better access to secure psychiatric care for both general and forensic psychiatric patients. More high, medium and low secure psychiatric beds are needed. Currently only NSW and New Zealand have access to adolescent forensic secure inpatient beds. Stronger links between general and forensic psychiatry services will improve timely access to the levels of care patients' psychiatric conditions necessitate. Diversions from the criminal justice system must be bolstered with education of general psychiatry services, so they understand the significant limitations of (trying to provide) psychiatric treatment in juvenile detention and adult prisons.
Thirdly, dedicated adolescent forensic psychiatric services are desperately needed in all jurisdictions. The stark lack of adolescent forensic psychiatric services was evident from the Northern Territory Royal Commission into youth detention. 7 Lastly, psychiatry needs to stand up and take the lead. We cannot afford to be 'diplomatically' silent, while mentally ill children, youth and adults are neglected. So, the question remains, will the real psychiatry please stand up?
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There is little doubt that closing large psychiatric institutions and moving most long-term treatment-resistant psychiatric patients into community settings has improved the quality of life of many people. However, it has been argued that a significant minority of patients that would have been contained in the old asylums are now either homeless or incarcerated. The Recovery movement has similarly been a strong advocate for maximum patient independence, and has been a major influence on the creation and philosophy of the National Disability Insurance Scheme (NDIS). Similar to deinstitutionalisation, the move to greater choice in mental health service providers may have hidden costs.
The June 2018 podcast features Dr John Kasinathan, Clinical Director of Adolescent Mental Health at Justice, Health, and Forensic Mental Health Network in NSW, Australia. Dr Kasinathan suggests that the growing number of mentally ill and intellectually impaired offenders, alongside a plateau of public mental health resources, may mean that forensic psychiatry in Australasia is at a tipping point. The reasons why the otherwise admirable drive for autonomy underlying the NDIS may be making it more difficult for the most vulnerable patients to access appropriate least-restrictive care, and how to approach the mix of organic, psychiatric, and personality factors presenting in the forensic population are discussed.
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